communication). Pins are inserted into the supraorbital ridges and mandibular bone. The fractured mandible and maxilla are reduced, fixed and immobilized by intermaxillary fixation. Craniofacial fixation is achieved by the attachment of vertical titanium rods to the pins by universal joints. Lateral shift is prevented by horizontal bars similarly clamped. The frame is light, easy to set up and causes less inconvenience to the patient.
Internal Suspension Circumzygomatic and frontozygomatic wires have been used to provide internal suspension and are more convenient than external fixation. They do not provide such rigid fixation, are difficult to tighten subsequently, and do not prevent posterior displacement. They should never be used in combination with fractures of the mandibular condyles. The face is peculiarly subject to injury for several basic reasons. If we are to see where we are going or what is coming at us we must face forward. Owing to the size of the human brain the head is very heavyan object of great inertia or great momentum. The face is not well padded with subcutaneous tissue or muscle, and is unprotected by clothing. We are, therefore, discussing a heavy solid, unprotected object and any collision is very traumatic to skin and bone. Moreover, it may result in severe damage and disturbance to the brain.
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The face is considered to be an object of beauty, of sexual attraction and the mirror of thoughts. It expresses 'character', 'mood' and 'feeling'. The cosmetic results of treatment and the maintenance of the faculties of facial expression must, therefore, loom large in the management of any facial injury.
Ten important functions may be impaired through facial damage: speech; the ability to play musical instruments, especially wind instru-ments; ingestion and mastication; lacrimation; salivation; respiration; sight; olfaction; sinus drainage; expression. Speech: It requires very extensive damage with time loss or extensive paralysis before speech is seriously impaired. The playing of wind instruments: Even relatively minor damage to the lips, especially when coupled with the retention of minute particles of foreign bodies such as glass following a motorcar accident, may seriously affect the person's ability to play musical instruments. The radioopacity of glass is relatively dependent on its lead content; hence the detection of minute particles may be dependent on the nature of the glass. Modem dentures are radiolucent and difficult to find when displaced. The incidence of cesophageal and intrathoracic tragedies has increased appreciably since the introduction of radiologically undetectable dentures. Ingestion and mastication: Soft tissue damage may affect ingestion. Bony damage may affect occlusion and also cause trismus. These problems are particularly important in zygomatic and mandibular displacements. Lacrimation: Damage to the lower eyelids may result in ectropion with resultant watering of the affected eye. Damage to the medial canthus area may result in impairment of drainage of the lacrimal canaliculi or lacrimal sac. Displacement of the medial canthus also causes a very ugly deformity and is a particular problem in the management of tumours in this location. Salivation: Facial nerve damage may result in the dribbling of saliva from the affected side of the mouth and lateral facial injuries may result in salivary fistulae. In my limited experience management by tympanic neurectomy is much more effective and infinitely preferable to treatment by radiotherapy. Nasal breathing: Even in the hands of otolaryngologists cosmetic results loom larger in the mind than any functional results when presented with a patient with nasal injury. In addition, reduction of bony nasal injury is easier than the concomitant reduction of any septal fracture or displacement. There is too great a reliance on X-rays in casualty departments, which results in missing septal damage and hiematomas. Regrettably our medicolegal system relies more on radiological evidence than on expert medical examination and indirectly leads to the perpetuation of mismanagement. Sight: This may be impaired by: (1) Impairment of lacrimal drainage, leading to blurring of vision.
(2) Diplopia due to damage of the bony orbital wall by displacements such as in maxillofacial injuries, blow-out injuries of the orbit causing diplopia through enophthalmos and the trapping of the inferior orbital muscles, and htmorrhage into the orbit causing orbital displacement and exophthalmos. Olfaction: This may be impaired by obstruction to the entry of air into the olfactory area of the nose. More frequently, however, it is the result of olfactory nerve damage and is untreatable and often permanent.
Nasal sinus drainage is a problem particularly referable to the frontal sinus, which is the sinus most anatomically vulnerable, and so placed in the skull as to be most frequently involved in injuries. In the absence of sepsis complicating the primary injury these effects may not be manifest until later. They may present as an obstruction following an acute nasal infection, resulting in acute frontal sinusitis, or as a mucocele or pyocele ofthe frontal sinus. Expression: The retention of the normally expressive face depends on the reduction of deformities and the restoration of functional damage.
Repair ofFacial-Ijuries
Soft tissues: These have an excellent blood supply and consequently heal well. Success, therefore, depends on scrupulous cleaning of the wound to avoid a stained scar, extreme conservation so as to avoid tissue deficiencies in a bony area scantily clad with soft tissue, and extremely meticulous care in apposition to avoid visible scarring.
One of the exceptions to the rule of simple apposition is the case of the horseshoe type of skin injury. Simple apposition leads to a pouch formation on the concave side of the suture line. A better cosmetic result is obtained by a suitable Z-plasty to create straight lines. Bony injuries: These should be repaired as soon as possible, but if severe soft tissue swelling is present, delay until it settles repays itself in a better ultimate cosmetic result. Owing to the absence of muscle pull, nasal injuries are stable once reduced. This also applies to the zygomatic group. Most can be reduced by elevation via the infratemporal method of Gillies. Occasionally a Caldwell-Luc approach is necessary and the pack is left in the antrum to maintain reduction. Minor zygomatic displacements may be left alone but major displacements cause trismus, diplopia and damage to the infraorbital nerve.
Blow-out fracture: This fascinating injury is caused by a sudden increase in intraorbital pressure by a blow with an object larger than the orbital circumference. Statistically I believe, the motor-car, the foot, the elbow and the knee are the commonest causes. The bony orbital wall fractures at its weakest point, the floor. Some of the orbital contents are displaced into the antrum resulting in enophthalmos but concomitant hemorrhage into the orbit may counteract this and even cause an exophthalmos. The inferior rectus or the inferior oblique muscles may be trapped in the fragments, resulting in marked impairment in upward gaze. Management consists of disengagement and reduction of the displaced tissue.
It may be necessary to insert some fascia or a piece of silastic sheeting into the orbital floor to repair the defect and prevent subsequent herniation of orbital contents into the antrum.
Otolaryngologists instinctively usethe Caldwell-Luc approach to the area, while ophthalmologists use an infraorbital incision. Either method is satisfactory in most instances. I find the Patterson approach better than either, as it gives antral and orbital control simultaneously.
Hxemorrhage into the posterosuperior part of the orbit may simulate a blow-out injury with proptosis, as illustrated by the following case history.
Case 1 Girl aged 9 involved in car accident. She was admitted unconscious and only regained consciousness three days later. The left periorbital area was grossly swollen by cedema and himorrhage. Only five days later was the extent of the proptosis evident, and it was discovered at this time that she had marked limitation of upward gaze with the left eye. X-rays revealed no fractures or opacities in the antrum. Tomograms of the orbito-antral region confirmed the absence of bony injury and excluded the presence of a 'tear drop' shadowing in the antral roof. In the absence of any signs of a blow-out injury an expectant policy was followed and resulted in complete recovery.
An interesting comment is that the eye was resistant to passive movements upwards beyond the horizontal, although this sign is often quoted as being diagnostic of a blow-out injury. A similar case history with identical findings is reported by Smith & Wiggs (1973 Traumatic Nasal Deformities Patients who have acquired a nasal deformity as a result of trauma present a very different problem compared with those who request a rhinoplasty purely for cosmetic reasons. In this latter group are those patients with a developmental or hereditary deformity where there is usually an exaggerated nasal hump and lowered
